The incidence of haemorrhagic complications occurring in patients on oral anticoagulant therapy varies between 3% and 48% in reported seriesl3. The majority of significant complications are abdominal and include bleeding into the lumen, wall, or mesentery of the gut, retroperitoneal bleeding, bleeding into or from solid viscera, and abdominal wall haematoma.
Case report A 75-year-old women presented with a 24 h history of lower abdominal pain and distension. She had atrial fibrillation associated with mitral stenosis, and had been on warfarin 6 mg daily for 9 years. There was no history of abdominal trauma. Clinically she appeared pale, but there were no signs of shock. Her abdomen was tense, distended, and generally tender. Haemoglobin on admission was 9.6 g/dl. White cell count was normal. International Normalied Ratio (INR) was greater than 10 (therapeutic range 24). Four hours following admission she developed bruising in the flanks and over the anterior abdominal wall, suggestive of retroperitoneal haemorrhage.
Vitamin K and fresh frozen plasma were given intravenously to correct her abnormal blood clotting. An abdominal ultrasound scan showed free fluid around the liver and spleen but the retroperitoneum was entirely clear. The peritoneal signs became more marked and subsequently an emergency laparotomy was performed. The findings were approximately 500 ml of free blood within the peritoneal cavity and a large haematoma within the small bowel mesentery. There was no evidence of retroperitoneal haemorrhage. The mesenteric vessels proximal to the haematoma were pulsatile but not those within or distal to it. Approximately 30 cm of related mid small bowel was severely congested and nonviable in places. Small bowel resection with primary anastomosis was performed and she made an uncomplicated recovery.
Histology of the resected specimen showed extensive mucosal, submucosal, and mesenteric haemorrhage. The cause of her over-anticoagulation remains obscure. She was not on any warfarin potentiating drugs and her liver fiuction was normal. She was re-stabilized on warfarin and allowed home. One month later she was re-admitted with an acute abdomen. INR was again greater than 10. Laparotomy revealed free blood and two loops of infarcted small bowel with perforation, associated with large isolated haematomas within the mesentery. Small bowel recion was performed and she made an uneventful recovery.
Histology of the resected bowel confirmed full thickness infarction. Anticoagulants were not re-instituted and she went home. Two months after discharge she died suddenly at home. Postmortem examination was not performed.
Discussion
There has only been one previously reported case of spontaneous, isolated mesenteric haematoma occurring in a patient on oral anticoagulants3. The clinical presentation of mesenteric haematoma will vary according to the location and extent of bleeding. If intramural bleeding is severe it may lead to intestinal obstruction4 and there may be blood present in the stool, whereas predominant bleeding into the mesentery may produce a palpable abdominal mass. In this case, the end result was venous infarction of the bowel requiring urgent laparotomy and small bowel resection.
The non-specific presenting symptoms of abdominal pain, tenderness, bruising in the flanks, and possibly a mass palpable in the abdomen, loin or groin, may result in diagnostic confusion with spontaneous retroperitoneal haemorrhage. In the latter condition, the additional features of a compression neuropathy, usually affecting the femoral nerve, and a paralytic ileus are often present5. Hypovolaemic shock and sudden death may also occur6.
The diagnosis of these potentially lethal complications requires a high index of suspicion. Ultrasonography and CT scan are often helpful in the diagnosis of retroperitoneal haematoma, and their use is advocated in the diagnosis and subsequent follow up of mesenteric haematomas3. In this case, however, ultrasound scanning failed to detect the mesenteric haematoma but correctly excluded retroperitoneal haemorrhage.
The management of spontaneous mesenteric haematoma should initially be conservative and defective clotting corrected. Surgery is indicated if generalized peritonitis or intestinal obstruction develops. Retoeritoneal haemorrhage should be excluded prior to operation as in this condition surgery is normally reserved for those patients who develop life threatening complications such as acute renal failure, sepsis, or disseminated intravascular coagulation2.
